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ABSTRACT

Falls are on the rise at a facility in the Southern part of Virginia. Reducing falls and falls with
injury is a goal for this facility. The falls metric is an important nurse-sensitive quality indicator
that impacts mortality, the patient experience, and hospital length-of-stay. A pilot study
conducted over two months included an interdisciplinary approach to purposeful hourly rounding
and the incorporation of a purposeful pause to consider fall-prevention measures before leaving a
patient's room. The intervention demonstrated an improvement in the Hospital Consumer
Assessment of Healthcare Providers and Systems (HCAHPS) overall patient experience of care
score as well as an improvement in questions in the responsiveness domain. Falls on the unit
slightly increased during the timeframe of the pilot, likely due to other contributing factors, as
the hospital was struggling with a high registered nurse vacancy rate of 23% compared to the
national average of 9.9% (NSI.com). The Coronavirus-19 (COVID-19) pandemic surge
negatively impacted purposeful hourly rounding on inpatient units.
Keyword: patient falls, hourly rounding, fall prevention, intentional rounding
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SECTION ONE
This scholarly project aimed to reduce the number of falls and increase patient experience
scores on the inpatient pilot unit. The intervention was an organized interdisciplinary team
approach to purposeful hourly rounding. The intervention was nurse-led, and each team member
with patient contact had a role in the patient's room to prevent falls. Through purposeful
rounding and the team's increased connection with the patient, the patient's experience was
hypothesized to improve.
Background
Patient falls and the patient experience are important nurse-sensitive quality indicators for
acute care hospitals. Patient falls can lead to many unplanned consequences, including injuries,
death, additional medical costs, increased length of stay (LOS), and poor patient satisfaction
(Kuwaiti & Subbarayalu, 2017). The average fall rate for hospitals in the United States is three to
five falls per 1,000 patient days, equalling approximately one million falls annually (Zhao, et al.,
2019). Patient falls lead to higher healthcare costs, estimated at adding $50 billion annually to
the cost of healthcare in the U.S. (Sun, et al, 2020). Patient falls are the second leading cause of
death from accidental injury and can increase hospital length of stay (LOS) by an average of 45
days. (Watson, et al., 2019). Falls with injury can lead to a six to 12-day increase in hospital
length of stay and a $13,316 increase in cost per patient (Zhao, et al., 2019). Patient falls with
injury are a Patient Safety Indicator (PSI) with the Centers for Medicare and Medicaid (CMS)
(Padula, et al, 2020; William, et al., 2020). PSIs are tied to hospital reimbursement and quality
metrics and are transparently reported to the public (Padula, et al.; William, et al., 2020). With
the Inpatient Prospective Payment System, CMS penalizes health systems one percent of the
total reimbursements for PSIs. (Padula, et al, 2020; William, et al, 2020). Although the pilot unit
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is not located in an American Nurse Credentialing Center (ANCC) Magnet designated facility, it
is a future goal for this facility. The ANCC considers the prevention of PSIs as important
outcomes associated with a hospital's Magnet designation. (William, et al., 2020). Falls and falls
with injury are listed as a nurse-sensitive care outcome measure with the National Quality Forum
(Zhao, et al, 2019).
Problem Statement
Falls increased on an inpatient nursing unit at a facility in southern Virginia. The facility had 233
falls in 2020, in comparison to 165 falls in 2019, which was a 29% increase year-over-year. The
facility had 27 falls during January 2021, which was an 22.7% increase in falls from January
2020. The pilot unit had a total of 45 falls in 2020, which was the highest number in the facility
(approximately 20% of the facility's overall falls), the closest unit was at 34 falls for that year.
As of the end of the 1st quarter in 2021, the unit had the lowest HCAHPS scores in the facility, at
45.5% overall satisfaction, with the hospital key performance indicator (KPI) inpatient goal set at
65.0%. The responsiveness scores were 33.3% to "call bell help as soon as I wanted it" and
16.7% to "help toileting as soon as I wanted it". The score for the Responsiveness Domain for
that unit was 25.0% based on the two questions combined, with a KPI goal of 66.0% and 81.3%
for the 50th and 90th percentiles, respectively. There are two additional questions added to the
HCAHPS questions that don't get reported to the regulatory agencies but do get reported
internally for process improvement. These include a question related to "Staff rounding as
reported by patient". The choices are "every hour", "every 2 hours", "every few hours", and "a
couple of times". At this facility, they were at 25% "every hour", 25% "every 2 hours", 40%
"every few hours" and 9.2% "a couple of times". There is another question related to rounding
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effectiveness and the choices are "very good", "good", "fair", "poor", "very poor". The scores
were 54.4% “very good”, 25.3% “good”, 15.2% “poor”, 3.0% “very poor”.
Purpose of the Project
The goal of the project was to reduce falls and improve the perception of hourly rounding on the
pilot unit by incorporating an interdisciplinary team focus on fall prevention. In addition to
nursing, all clinical and non-clinical staff that enter a patient's room assessed for fall risks, as
well as asked certain rounding questions specific to the role of the staff member and their
specialty area. Nurses incorporated an additional "P" to the cadence of pain, potty, position,
personal items, currently included in purposeful hourly rounding. The fifth "P" was focused on a
purposeful pause to prevent falls, which included nursing and all specialty areas monitoring for
things like the call bell is in the patient's reach, the bed is in the lowest position, and assessing
confusion and anxiety level. This pause can be compared to the timeout procedure for surgery
and discharge. In surgery, timeouts are in place to ensure that critical processes are executed
correctly and that events, such as wrong-site surgery are prevented (Gao, et al., 2018). The Joint
Commission refers to the timeout procedure as "an immediate pause by the entire surgical team,
to confirm the correct patient, procedure, and site". (Pellegrini, C., 2017, para. 1). This
Universal Protocol was developed in 2003, and adherence to the protocol is one of The Joint
Commission's National Patient Safety Goals. (Kozusko, et al., 2016). Previous studies have
modeled this timeout as it relates to discharge procedures, to enhance the safety of the discharge
process, to ensure that home care plans, follow-up appointments, medication reconciliation, and
warning signs and symptoms are understood by the patient and family (Gao, et al., 2018).
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Clinical Question
The question that is being answered in this study is, “For adult medical-surgical patients, does an
interdisciplinary team focus on fall prevention associated with the introduction of the fifth "P" in
purposeful hourly rounding, decrease falls, increase the patient's perception of hourly rounding,
increase the patient's perception of responsiveness, and increase the overall patient experience
within two months of implementation?"

SECTION TWO: LITERATURE REVIEW
Search Strategy
A literature search was conducted using the resources at the Liberty University's Jerry Falwell
Library. The filters used included journal articles published in the English language, by the
nursing discipline, within the past five years; from March 2016 to March 2021. The search term
that was initially used was "patient falls," which yielded 11,127 results. The search term "hourly
rounding" was used and yielded 49 results. This was further narrowed down by "patient falls and
hourly rounding", which yielded 19 results. A literature search was conducted in CINAHL,
EBSCO, and Medline, filtered by journal articles, within the past five years. The search terms
"patient falls and hourly rounding" yielded 15 articles. All articles were applicable to the topic of
interest and discussed the benefit of hourly rounding as an important intervention for fall
prevention. A separate literature search was done for journal articles within the past five years in
ProQuest, filtered by "patient falls and hourly rounding". This search yielded 106 articles, and
this was further narrowed down to 21 that referenced fall prevention and intentional rounding.
Sites, such as the Centers for Medicare and Medicaid, the Agency for Healthcare Research and
Quality, the Institute for Healthcare Improvement and the American Nurses Association, were
also reviewed.
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Critical Appraisal
The literature about fall prevention programs in healthcare facilities is expansive due to the
nature of the quality and financial impact of patient falls. Hourly rounding is an intervention that
is associated with reducing falls, however may be referred to as "intentional" or "purposeful"
rounding, which is intended to be more defined and deliberate on how it is conducted. The
literature was synthesized using Melnyk's framework (2019). The critical appraisal and evidence
synthesis tools in this framework were instrumental in determining studies that supported the
relationship between purposeful hourly rounding and fall prevention and in evaluating the quality
of the research. Limitations of studies reviewed included factors, such as sample size, data
collection methods, and a narrowed specialty focus. Studies were prevalent in either fall
prevention, hourly rounding or purposeful rounding separately. While patient satisfaction was
mentioned, studies were limited that measured the association between hourly or purposeful
rounding and patient satisfaction. The Agency for Healthcare Quality and Research's (AHRQ)
fall prevention tools were reviewed and are used in the intervention (2013).
The Institute for Healthcare Improvement endorsed hourly rounding to reduce call lights and
falls and to improve patient satisfaction and quality of care (Daniels, 2016). The American
Nurses Association earlier defined purposeful rounding in their American Nurse "The Value of
Purposeful Rounding", publication as "a proactive, systematic, nurse-driven, evidenced-based
intervention, that helps to identify and anticipate a patient's needs" (ANA, 2015, para.1). The
ANA further describes what purposeful hourly rounding, isn't, which is far from a checkmark on
a page or a whiteboard, but is rather as a mental checklist of procedures to promote optimal care
(ANA, 2015). The ANA also underscores the need to recognize the type of nursing structure on
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a unit to determine how purposeful rounding will impact or potentially be impacted by the care
delivery model or workflow on that unit (ANA, 2015).
Synthesis
In developing a program that incorporates purposeful hourly rounding with fall prevention, it is
important to learn best practices and limitations from the literature. The literature critique in
Appendix A, suggest a couple of different themes that will need to be incorporated and
considered for this project. One of the resounding themes is the nursing and staff involvement in
the process of implementing rounding. This was evident in the studies by Grillo, et al, 2019,
Maddigan, et al, 2019 and Morgan, et al, 2019; which demonstrate the need to have a nurse-led,
multifocal approach to rounding. Additional studies emphasized the need to understand the care
delivery model on a unit, before making decisions about how rounds are conducted and the
teamwork approach to them. The study by Bragg, et al, 2018, emphasizes how the messaging of
a unit's progress in preventing falls, such as overidentifying patients at risk for falls, leads to an
overwhelming list of patients to focus on. Bragg, et al, 2018, also discusses the need for careful
messaging around "days since the last fall", so that nurses and other support staff aren't feeling a
sense of failure when they see a zero posted on their unit. The study by Nuckols, et al, 2017,
discusses adding a fifth "P" to the four Ps of hourly rounding, which are described as "pain,
personal needs, position, and the placement of items within reach". The fifth "P" in this study,
includes the nurse stopping every hour to address any factors that may put a patient at a higher
risk for falls, such as toileting (Nuckols, et al, 2017). While the results were favorable around
reducing falls, there were limitations to this study, which included the nurse reporting of hourly
rounds.

18

Conceptual Framework/Model
The Iowa Model of Evidence-Based Practice (EBP) was the conceptual model used for this
project. The increase in falls and falls with injury serves as the trigger for this project, with the
goal of improving quality outcomes around falls. Falls increased for some of the units in this
facility, during the height of the COVID-19 pandemic that hit the United States in 2020. During
this year, doors were kept closed, visitors were limited and hourly rounding decreased due to the
risk of COVID-19 exposure. Care was recommended to be organized and prioritized with less
staff going into patient rooms. Hospital length-of-stay (LOS) increased during this time, but it
was unknown as to how much of that was related to the impact of COVID-19 versus the impact
of falls and falls with injury. Fall prevention was also a priority for this facility because of its
effect on patient satisfaction. During this timeframe, patients did not want to stay in hospitals any
longer than was required. Falls with injury is a Patient Safety Indicator (PSI) and is publicly
reported on the CMS hospital scorecard (William, et al, 2020). Hospitals experience a financial
penalty for falls with injury (William, et al, 2020). A fall also impacts healthcare costs, as related
to the medical costs associated with the injury or length of hospital stay. A patient fall with
injury adds on average $14,056 to the cost of the hospital stay. (TJC.org)
PICOT Statement/Question
The question that is being answered in this study is "Does an interdisciplinary team focus on fall
prevention associated with the introduction of the fifth "P" in purposeful hourly rounding,
decrease falls, increase the patient's perception of hourly rounding, increase the patient’s
perception of responsiveness, and increase the overall patient experience within two months of
mplementation on medical-surgical units?".
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Table 1: PICOT Statement/Question
Population, Intervention, Comparison, Outcome, Timeline (PICOT)
______________________________________________________________________________
P-Population
Medical Surgical patients on 4 East
I-Intervention

Purposeful hourly rounding with a focus on
fall prevention

C-Comparison

The number of falls, patient experience
scores, and the staff’s knowledge of fall
precautions/interventions pre and post
intervention.

O-Outcomes

A reduction in falls, an increase in the
patient's perception of rounding effectiveness,
an increase in the overall rating of the
patient's experience of care, and an increase in
staff’s knowledge of fall prevention
interventions

T-Timeline
Two months; June 1, 2021-July 31, 2021
______________________________________________________________________________

Theoretical Framework
The intervention of purposeful hourly rounding is more than a transaction or a function of going
in to check on a patient. It is really about making a connection with the patient, building trust and
ensuring that the patient partners with nursing and other members of the care team to ask for help
when it is needed. Jean Watson's Theory of Human Caring is based on a helping, caring
relationship with the patient, such that the patient expresses their thoughts and feelings around
pain and other humanistic needs (Zaccagnini & Pechacek, 2021). Consistent hourly rounding is
an important component of this intervention. A patient who can trust that a member of their care
team is coming back to check on them within the hour is less likely to feel they have to call for
help or get up without assistance. Education on utilizing the five "P" 's in rounding can
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incorporate language to instill confidence in the nurse-to-patient relationship. This scripting
includes statements, such as "Is there anything else that I can do for you, I have the time?". This
education was a part of the training for the clinical and non-clinical staff. Best practices were
shared with the staff about connecting with patients, including writing information about the
patient on the whiteboard in their room, such that the hospital staff who enter the patient's room
acknowledge the uniqueness of the person. Watson's model requires that the nurse sees the
uniqueness of the individual to form an intentional connection with the patient and preserve the
patient's dignity (Lachman, 2012). The theory centers on caring for the individual with an
emphasis on the patient's mind, body, and soul (Pajinkhar, 2017). The study by Tucker, et al.,
(2019), discusses the impact of developing a collaborative relationship with the patient to align
interventions with patient values and desires. Motivational interviewing that incorporates
empathy, trust, listening, summarizing discussion points, and actions can all help in developing a
collaborative relationship with the patient around fall prevention (Tucker, et al., 2019).
Purposeful rounding and communication tools enhance the culture of trust and caring. Making
the connection with the patient and expressing an understanding of the uniqueness of the patient
can improve patient satisfaction. Patient connections can be a challenge in environments of care
where the focus is on tasks, such as diagnostics and therapeutics, rather than the psychological,
spiritual, and social aspects of care (Pajinkhar, 2017). Watson believed that caring is central to
the nursing profession. This intervention is based on a nurse-led team approach to educating and
modeling the caring principles to include behaviors such as; sitting down with patients,
maintaining eye contact, holding their hand, communicating, and explaining things to patients
(Pajinkhar, 2017). Jean Watson's Theory of Caring is a foundational component of the health
system's professional practice model for nursing practice.
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Summary
The literature review underscores the importance of nurse-led interventions around purposeful or
intentional rounding. The literature also supports the notion that the staff have to be a part of the
development of the intervention, so that they will have buy-in (AHRQ.gov). Staff participation
is important on the front end of this project to ensure that they understand the role that they play
in achieving the goals. Scripting is a consistent theme in the literature around connecting with
the patient and developing trust to ensure that the patient participates in fall prevention strategies
(Daniels, 2016; Gao et al., 2018).

SECTION THREE: METHODOLOGY
Design
The design of this study is an evidence-based practice project using a quasi-experimental design
to collect and analyze data. Data was collected and analyzed after the 60-days of the
intervention. Prior to discussing the study, a pre-assessment was administered to all of the staff
that have patient interaction on the medical-surgical pilot unit; registered nurses, licensed
practical nurses, patient care techs, radiology technologists, staff in environmental services
(EVS), case managers, respiratory therapists and physical, occupational and speech therapists.
The same test, was administered as a post-test, the week after the intervention ended.
Measurable Outcomes
Falls-The number of falls and falls with injury were measured each week on the pilot unit.
Purposeful Hourly Rounding -Hourly rounding observational audits were conducted by nursing
and support staff hospital leaders. The perception of hourly rounding by patients was assessed by
their responses to the following questions: "How often did nursing staff come into your room to
check on you: Every hour, every 2 hours, every few hours, a couple of times" and "Effectiveness

22

of nursing staff checking on you: Very poor, poor, fair, good, very good". These questions are
amongst three additional questions for this health system that were selected to be asked with the
Hospital Consumer Assessment of Healthcare and Providers and Systems (HCAHPS) questions.
Patient Satisfaction- The HCAHPS survey is mailed out to patient's homes for completion after
discharge. This patient rating of the questions pre-intervention were compared with the ratings
for these questions post-interventions. In addition to the rounding questions, the HCAHPS
questions in the responsiveness domain were included, as well as the overall patient satisfaction
of their care, rated 0-10.
Pre-and Post-Fall Knowledge Assessment- The fall post-assessment was compared with the preassessment at the end of the intervention timeframe. The assessment included questions that
determined if there was an increase in the staff's knowledge about the causes of falls and
interventions to prevent falls.
Setting
The pilot setting was a 37-bed medical-surgical unit, which is a part of a 300-licensed bed
facility, in a large health system, with nine other acute care facilities in Virginia. The unit was
selected because of its year-over-year increase in falls and decrease in its patient experience
scores. The medical-surgical unit selected had the highest fall rate in that facility in 2020. As of
March 2020, the unit became a dedicated COVID-19 unit for patients diagnosed with COVID-19
or those that were symptomatic and awaiting test results. Hourly rounding was not practiced
consistently on this unit due to limiting the number of times that staff were in and out of the
patient's rooms which became a priority due to transmission-based precautions. Doors were
closed, care was organized and prioritized, and personal protective equipment was preserved
based on the need due to the limited supply. The staff were very fatigued from taking care of the
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COVID-19 patients since March 2020. These were identified as unforeseeable factors that could
potentially negatively effect the outcomes of this evidence-based intervention.
Population
The population included adult medical-surgical patients, with the majority being medical
patients, including a variety of diagnoses including but not limited to COVID, pneumonia, heart
failure, and cardiopulmonary obstructive disease. Many patients present with multiple
comorbidities, and the unit commonly experiences a high number of transfers from long-term
care facilities. The majority of patients admitted to this unit speak English, with Spanish being
the second most common language of fluency. Translation services are available. Hospital
demographics indicate that the average age of the patients that fell in the pre-implementation and
implementation timeframe of this study was fifty-one years old.
Ethical Considerations
Completion of the Collaborative Institutional Training Initiative (CITI) training on January 13,
2021 (Appendix D). The project was submitted for approval by Liberty University's Institutional
Review Board (IRB), as well as the Health System's IRB. No identifiable information was
collected during this study and it was deemed as non-human subjects research by both entities.
Data Collection
Data collection included pre-and-post intervention fall knowledge assessments for nurses, patient
care techs and other clinical and non-clinical staff that work on this medical-surgical unit, to
compare their knowledge of fall prevention prior to and after the education intervention. The
assessment used was the Agency's for Healthcare Research and Quality's (AHRQ) Fall
Knowledge Test (Appendix B). This test was modified according to the fall policy of the
organization. Approval to use and modify this tool was obtained from the AHRQ (Appendix E).
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Terminology was modified in the assessment to ensure understanding of the questions and
answers. For hourly rounding, nursing leaders and support leaders conducted observational
audits of rounding, to observe the incorporation of fall prevention questions and interventions.
Tools
The tool used in this study was a scheduled rounding protocol tool, used specifically for fall
prevention developed by the AHRQ (Appendix C). Responsibilities for rounding were discussed
during the unit huddles for clinical and non-clinical staff. Approval to use and modify this tool
was obtained from the AHRQ (Appendix E).
Intervention
The first intervention in this study was to provide education on fall prevention and purposeful
hourly rounding to nursing staff, patient care techs, and all clinical and support staff that work on
the pilot unit. This education on fall prevention, rounding, and the expectations of each team
member occurred prior to the implementation of the study on the pilot unit. As a follow-up,
throughout the 60 days of the study, educational tips on fall prevention were emailed to the unit
leaders weekly and subsequently shared with staff during unit huddles. Purposeful hourly
rounding was implemented based on the guidelines in the AHRQ scheduled rounding protocol
(Appendix C).
See below regarding the roles and responsibilities of each member of the team, which are further
defined on the AHRQ rounding protocol:
Nursing and Patient Care Techs (PCT)- Utilizing the four "P" 's of Pain, Potty, Position, Personal
Items and include the new fifth "P" of Purposeful Pause to focus on fall prevention. With the
pause, the nurse or PCT stops to identify any fall risk that they need to address before leaving the
room.

25

Clinical support staff -Focus on the fifth "P" question: The staff member goes through the
rounding protocol and asks themselves the question "What can I do to prevent a fall?", before
leaving the room
Non-clinical support staff -Focus on the fifth "P" questions: The staff member goes through the
pertinent items on the rounding protocol and asks themselves the question "What can I do to
prevent a fall?", before leaving the room. They will get the nurse or PCT to take the patient to
the bathroom, for example, if needed.
Timeline
The AHRQ Fall Knowledge Test was administered to clinical and non-clinical staff that had
patient contact on the pilot unit within 30-days prior to the intervention. This included clinical
and non-clinical staff in the following areas: Nursing (registered nurses and licensed practical
nurses), patient care techs, respiratory therapists, therapists (physical, occupational, speech), and
associates from the environmental services, case management, and radiology departments. The
intervention occurred over a 60-day timeframe. The AHRQ Fall Knowledge Test was
administered to the same departments and specialty areas within 30-days after the intervention
period concluded.
Feasibility Analysis
The project was perceived as feasible. The context of the COVID surge and subsequent staffing
shortages was identified as a challenge and potentially a confounding factor but was unforeseen
and unavoidable. Anticipating the end of the pandemic and postponing the study was not
feasible. Staff education was provided during huddles on the inpatient pilot unit and within
ancillary department huddles. Pre-and Post-knowledge assessments were administered by
department leaders and collected for consistent grading by one individual. The rounding was a
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part of the staff's standard workflow. While in the patient's room, there were additional steps for
all staff to take, such as moving objects closer to the patient, accompanying them to the
bathroom, and reinforcing for the patient to call for help to go to the bathroom or get up.
Data Analysis
The data was evaluated and reported by using descriptive statistics. Descriptive statistics were
used to report how the different staff performed on the pre and post-fall knowledge assessment,
which was compared by specialty and shared in aggregate. Patient falls data were compared
using descriptive statistics.
Falls
All falls are entered in the SafeCare database. SafeCare is an online internally protected
database that is used by the organization for collecting, tracking and trending incident reports.
The organization's quality department and the risk manager track and report the number of falls
each month. The falls in the pre-implementation and implementation phase of the study, were
compared to the falls in the post-implementation phase.
Patient satisfaction
HCAHPs reports and scores are finalized approximately six to eight weeks after the patients
discharge date. The HCAHPS questions were tracked, such that the discharge date would
correlate with the last day of the intervention. Scores for the following questions were evaluated
and compared to previous months prior to the intervention. Responsiveness questions: "call bell
help as soon as I wanted it" and "help toileting as soon as I wanted it". Rounding questions:
"Staff rounding as reported by patient". The choices are "every hour", "every two hours", "every
few hours", and "a couple of times". There is another question related to rounding effectiveness
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and the choices are "very good", "good", "fair", "poor", "very poor". The overall experience
scores and responsiveness scores are based on received by date.
Pre and Post Fall Knowledge Assessment
The pre-fall knowledge assessment was administered to the clinical (nursing and non-nursing)
and non-clinical staff that have patient contact on the pilot unit, the week of May 17-May 21,
2021, which was prior to any discussion about the fall prevention measures on the unit. Two
huddles were conducted the week after the collection of the pre-fall assessment to discuss the
benefits and goals of hourly rounding, as well as the role of each discipline during the project
timeframe. Weekly tips were emailed to each department leader that has staff members working
on the pilot unit. The weekly tips reinforced information contained in the fall knowledge
assessment, as well as some information about showing empathy and compassionate care to our
patients through connections.
A huddle was held on July 1st with the department leaders to see if there were any concerns or
barriers in the rounding that needed to be discussed and/or if any additional education or support
was need at this mid-point in the project. The quality director indicated that the physical
therapists were finding that patients didn't have the yellow fall prevention socks on, these socks
are yellow to remind staff that this is a fall risk patient. The socks also have tread on the bottom
to prevent slips. The unit staff addressed this opportunity for improvement by re-educating staff
about the yellow socks and doing some follow-up audits to ensure socks were used
appropriately. There were no other expressions of concerns during the intervention period, only
feedback that it was going well.
The post knowledge assessment was administered the week after the implementation period
ended, the week of August 2-August 6, 2021. No employee names weren't collected as part of
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the pre or post knowledge assessment, only title and areas of specialty. The goal was to see an
increase in the post fall knowledge assessment at the end of the intervention period.
Measurable Patient Outcomes
Measurable outcomes include comparing the number of falls during the two-month intervention
period with the falls for two previous months in 2021. Another outcome included improvement
in the HCAHPS responsiveness and overall experience of care scores.

SECTION FOUR: RESULTS
Descriptive Statistics
Falls -The number of falls in the post-implementation phase of the study, were compared with
the pre-implementation phase of the study. The figure below shows the increase in falls during
the implementation and post-implementation phase of the study. As shown, the unit had reduced
its fall rate in April and May of 2021, with an average fall rate of 3.87 per 1,000 patient days,
which is lower than the average fall rate of 3.95 per 1,000 patient days for Medical-Surgical
Units (AHRQ.gov). During the implementation phase in June, falls increased to 5.2 per 1,000
patient days. During the post-implementation phase of July and August, falls began to decrease
to 4.8 falls per patient days. One patient fell twice in July. There were no falls resulting in
patient injuries classified as a patient safety indicator in June, July or August. July had a higher
census of approximately 80 patient days, as compared to April-June. In addition, staff fatigue
and staffing shortages related to COVID may have impacted results.
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Figure 1: Falls
Does an interdisciplinary team approach to fall prevention decrease falls?*

Fall Rates per 1,000 patient days
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5.2

4.8

*Confounding variables include post-pandemic surge fatigue and staffing crisis

Patient Satisfaction
HCAHPS Overall Rating scores increased in the post-implementation phase of the study from
the pre-implementation and implementation phase of the study. The effectiveness of hourly
rounding has also shown an improvement. Call bell response, help toileting, and frequency of
hourly rounding continue to be areas of opportunity. These areas have been a challenge due to
caring for COVID-19 patients in the midst of a staffing crisis. It is even more important for
teams to work together to improve patient care, safety and satisfaction during a staffing crisis.
Nurse communication, which has a impact on patient satisfaction, has shown a steady increase
this year, with the highest results during the month of July at 83.3%. Through this staffing crisis,
nurse leaders are strategizing how to increase support for nursing units.
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Figure 2: HCAHPS
Does an interdiscipinary team focused on fall prevention improve a patient's overall
perception of care, responsiveness, and hourly rounding within two months of
implemention?*

HCAHPS scores and rounding
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*Confounding variables include post-pandemic surge fatigue and staffing crisis
**Post-implementation includes July scores only, due to a low denominator with the delay in collecting returned surveys. Blanks
indicate no data.

Pre-Assessment Fall Knowledge Test:
The Pre-Assessment Fall Knowledge Test was administered the week of May 17-21, 2021 by the
department leaders of the clinical and non-clinical staff with patient interaction on the pilot unit.
A total of 36 assessments were collected with a mean score of 67% (range 23%-100%).
Post-Assessment Fall Knowledge Test:
The Post-Assessment Fall Knowledge Test was administered the week of August 2-6, 2021 by
the department leaders of the clinical and non-clinical staff with patient interaction on the pilot
unit. There were five surveys without specialty areas that weren't captured in the data and
discarded. A total of 52 assessments were collected with a mean score of 66% (range 15%100%). There were more people that took the Post-Assessment than the Pre-Assessment; 52
responses versus 36 responses. The increase in responses were attributed to departments as case
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management, rehabilitation therapy, respiratory therapy and environmental services, which
increased their survey response rate on the post-implementation; one to five; four to seven, zero
to nine and six to eleven respectively. Due to the change in the responses, while the scores
increased in some areas and decreased in others, without capturing the staff member's name,
there is no way to compare the staff member's knowledge about fall prevention, postimplementation from pre-implementation. The increase in staffing vacancies and travelers on
the unit, may have also impacted this data.
Table 2
Fall Knowledge Test Results
Variable

Pre-Assessment Response
Post-Assessment Response
Mean% Range%
Mean% Range%
_____________________________________________________________________________
Nursing Unit Personnel
67
23-100
66
15-85
Respiratory Therapy
46
38-54
71
46-85
Rehabilitation Therapy
no surveys collected
82
69-92
Case Management
54*
75
46-100
Environmental Services
62
23-85
44
15-77
Radiology
91
85-100
66
61-77
______________________________________________________________________________
*No range, only one survey collected
Five surveys without specialty areas included were discarded from the data set

The Post-Assessment Fall Knowledge Test included a separate question at the end "I have
learned the following about fall prevention over the past 60-days". Below were some of the
narrative responses:
"Stay alert, be aware, get to know your patients, keep an eye out for yellow footwear"-EVS
"No pass zone, everyone should be alert and aware of alarms, and the yellow socks"-EVS
"Most falls occur because gait belts aren't used"-Physical Therapy
"Even bedrest patients need gripper socks"-unidentified specialty, unit Med-Surg
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"The fifth P=Pause (taking the time to reassess everything before walking out of the patient's
room)"-unidentified specialty, unit Med-Surg
Staffing
For registered nurses, this facility currently has a full-time equivalent (FTE) vacancy rate of
23%, a voluntary turnover rate of 28% and overall turnover rate of 31%. This compares with a
national RN vacancy average of 9.9%, and average turnover rates of 18.8% (NSI Solutions,
2021). The pilot unit has eight travelers and 11 Full-time RN, two full-time LPN and five
patient care assistants/tech openings. The staffing ratios are generally are six patients per nurse,
however when the intervention occurred the ratio was seven patients to one nurse at times.
Measurable Outcome
Falls
Falls increased during the pilot phase of the project. There were no falls with injury during the
pilot timeframe, as compared with the pre-implementation timeframe. Opportunities were
identified for making sure that patients, identified at risk for falls, had yellow socks on and gait
belts were in patient rooms to encourage their use. There was also an opportunity to ensure that
nurses were consistently identifying patients at highest risk for falls by completing the fall risk
score, from the very beginning of their stay. The fall scores for May and June were missing in
all of the chart documentation.
Patient Experience- The "Overall Rating" score was higher post-implementation, and the highest
it had been since February 2021. The "Call Bell Response" and "Help Toileting" scores didn’t
show an improvement. The denominator of four responses was low for these scores. The scores
are based on received dates, therefore the scores in July, were also based on discharges in June.
The scores for Rounding Frequency didn’t have any data for July or August, however the score
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for Rounding Effectiveness showed improvement for the month of July, there was no data for
August. Nurse Communication had the highest score this year in July at 83.3%.
Fall Assessment -There weren't significant findings associated with the pre-and-post fall
assessments. There was better survey participation for the post-fall assessment over the pre-fall
assessment. Departments as Respiratory therapy, rehabilitation therapy, and case management
scores increased, whereas radiology and EVS decreased. If the unidentified surveys that had to
be discarded were RNs, LPNs and PCTs, the scores in this group, would have also shown an
improvement. Themes in the comment section on the post-fall assessment, centered around fall
prevention, such as non-skid yellow socks, gait belts, and bed alarms not being initiated for
patients, per policy, that were identified as being at a moderate to high risk for falls. There were
comments made about working as a team in general, as well as comments made that pertained to
fall precautions and getting patients out of the bed and how important teamwork was to the
process.

SECTION FIVE: DISCUSSION
Implications for Practice
Implications for practice include incorporating this rounding practice on other inpatient units in
the facility and sharing this intervention with other facilities and units across the organization.
The plan will be for this purposeful hourly rounding to be included into the orientation for all
new and existing employees. While there were no patients diagnosed with COVID-19 during the
intervention timeframe, the employees on this unit, were still coping with mental and physical
exhaustion from many months of providing care to these paitents. This unit is typically a very
busy unit, with respiratory and cardiac patients, many from longterm care facilities, requiring
total care. The teamwork that this project highlights will help future care teams in preventing
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patient injuries and in providing overall better patient care. This interdisciplinary approach to
care will also lead to an improvement in job satisfaction for nurses and other healthcare
providers. Job satisfaction could be a consideration for future studies. As nurse staffing
becomes more critical post-pandemic and with patient volume increases related to different
variants of Coronavirus; interdisciplinary collaboration and teamwork is going to define the care
delivery model of the future.
Sustainability
Sustainability includes ensuring that purposeful hourly rounding and fall prevention are priorities
for the entire health system, so that the audits continue beyond the 60-days to monitor this
practice. Post-fall assessments are also important to ensure that factors that contribute to falls are
discussed in real-time. All staff that work on a unit, should be involved in fall prevention and
patient satisfaction discussions, and should have an awareness of how their current data aligns
with overall organizational goals.
Offering ongoing training, promoting planning and communication within interprofessional
teams, and education about how to engage patients and families is recommended for the
sustainability of fall prevention programs (Tucker, et al, 2019). All employees, clinical and nonclinical should see themselves as a valuable member of the team in preventing falls. Consistent
staffing is a critical component to the success of this initiative. High turnover and vacancy rates
impact the buy-in of the staff and the establishment of routine practices on the unit. During
staffing challenges, interdisciplinary teamwork becomes even more important in the
sustainability of fall prevention and patient satisfaction. It will be important to monitor the
patient's perception of leader rounding, which is a separate question that is included amongst the
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HCAHPS survey questions for this health system, to ensure the sustainability of rounding, fall
prevention and improvement in patient satisfaction are maintained as high priorities for this unit.
Sustainability will also need to include celebrating success around fall reduction and the
improvement in patient satisfaction. The facility currently celebrates "WOW moments" during
unit safety huddles and these are often escalated to the daily facility safety huddle. The reporting
of falls on each unit, is currently captured in the facility safety huddle.
Dissemination Plan
The dissemination of the intervention and data, will be shared through presentation to the
executive nursing leadership team, as well as with the health system quality and safety reliability
teams. Intervention content and data will be used monthly in the orientation of new employees
and through ongoing employee education, such as in skills fairs. Today, the orientation of new
employees includes discussing "pathway" as one of the "P’s” in preventing falls but does not
provide the detail of each team member’s role and responsibility in meeting this goal. A poster
presentation will be prepared to share the project intervention, data, and outcomes externally at a
regional or national conference.
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Appendix A
Evidence Table
Name: Brenda H. Woodcock
Clinical Question: “For adult medical-surgical patients, does an interdisciplinary team focus on fall prevention associated with the
introduction of the fifth "P" in purposeful hourly rounding, decrease falls, increase the patient's perception of hourly rounding,
increase the patient's perception of responsiveness, and increase the overall patient experience within two months of implementation?"

Article Title, Author, etc.
(Current APA Format)

Study
Purpose

Bragg, L., Bugaiski, A.,
Marchese, M., Caldwell, R.
Houle, L., Thompson, R.,
Chula, R., Keith, C. &
Lengerich, A.(2016). How do
patients perceive hourly
rounding? Nursing
Management, 47(11), 11-13.
10.1097/01.NUMA.000050280
7.60295.c5

To examine
patients’
perceptions
of hourly
rounding as
follows: 1)
occurrence,
2)
explanation
, 3)
treatment

Sample
(Characteri
stics of the
Sample:
Demograph
ics, etc.)

Methods

6 hospitals
in the same
geographic
region

Qualitativ
e, Crosssectional
study

Study
Results

Consistent
patient
satisfaction
correlated
with hourly
rounding at
all 6
hospitals.

Level of
Evidence
(Use
Melnyk
Framewo
rk)
Level 6:
Descriptiv
e

Study
Limitation
s

The study
asked for
“yes and
no”
responses
to the
questions,
which
makes it
uncertain
how this
will

Would Use
as Evidence
to Support
a Change?
(Yes or No)
Provide
Rationale.
Yes, one
thing that
was unique
to this study
was the fact
that the
nurses
discussed
the schedule
of their
medication,
in addition
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of pain, 4)
medication
manageme
nt, and 5)
patient
satisfaction.

Fridman, V. (2019).
Redesigning a fall prevention
program in acute care: Building
on evidence. Clinics in
Geriatric Medicine, 35(2), 265271.
10.1016/j.cger.2019.10.006.

The
purpose of
the study
was to
observe the
effectivene
ss of a
nursing
quality
improveme
nt activity
for a fall
prevention
program
with a
focus on
evidencebased
practice
nursing
interventio
ns to
reduce
falls.

translate to
HCAHPS
scores.

The setting
was referred
to as an
acute care,
geriatric
setting. (no
reference to
the size)

Purposeful
point-ofcare rounds
will lead to
improved
outcomes
for fall
prevention.

The study
was on a
geriatric
unit with a
focus on
scripting
for
purposeful
toileting.
The
question
would be
whether the
study could
be
applicable
to alert,
younger
patients,
that may
not respond
to the
scripting.

to side
effects,
which the
surveyors
felt would
lead to more
satisfaction
in this
category.
Yes, while
the study
doesn’t
provide
results
around the
reduction in
falls that
were related
to the
interventions
, it does
underscore
the
importance
of scripting
and
proactivenes
s with fall
prevention,
particularly
around using
the correct
terminology
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Grillo, D., Firth, K. & Hatchel,
K. (2019). Implementation of
purposeful hourly rounding in
addition to a fall bundle to
prevent inpatient falls on a
medical-surgical acute hospital
unit. Medsurg Nursing, 28(4),
243-246, 261.

The
purpose of
the study
was to
implement
purposeful
hourly
rounding in
addition to
the existing
fall
prevention
program.

701-bed
Quasiinner-city
experime
hospital in
ntal
the
southwester
n United
States,
which is a
part of a
large health
system; 110bed MedSurg unit
with a 108
ADC.

The preLevel 3:
implementat Experimen
ion group
tal
has a fall
rate of 5.31
falls (14
falls) per
1000 patient
days. The
fall rate
decreased to
2.58 falls (8
falls)per
100 patient
days postimplementat
ion. No
statistical
significance
with fall
rate, but the
number of
falls
decreased.
Press Ganey
Nurse
Courtesy

Constructio
n projects
at the
facility
during the
study
timeframe
impact call
bell
response
times

to encourage
certain
behaviors
while the
nurse is in
the room.
Yes, good
study,
emphasize
the need to
have nursing
involvement
on the front
end of the
planning.
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Johnston, M. & Magnan, M.
(2019). Using a fall prevention
checklist to reduce hospital
falls: Results of a quality
improvement project. The
American Journal of Nursing,
119(3), 43-49.

The
purpose of
this study is
to improve
patient
safety by
improving
adherence
to a
hospitalapproved
fall
prevention
protocol

84-bed
QuasiCancer
experime
Center in the ntal
Midwest

increased
from 67.1
(Jan) preimplementat
ion to 85.3
when
continued
through
April.
Purposeful
hourly
rounding
improved
the
perception
of staff
responsiven
ess.
37 nurses
Level 3:
were
Experimen
involved in tal
the pilot and
completed
90 fall
prevention
checklists.
Bed alarm
was the
most
frequently
missed
intervention
and was set

Small
sample size
of the
checklist
returned
(14 out of
27 nurses
returned the
checklist).
Short
timeframe
of
implementa
tion (2
months).

Yes, in just
the 2-month
timeframe of
implementat
ion,
correctly
setting up
the bed
alarm was
identified as
an
opportunity
(there
weren’t any
falls during
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King, B., Pecanac, K., Krupp,
A., Liebzeit, D., & Mahoney, J.
(2018;2016;). Impact of fall
prevention on nurses and care of
fall risk patients. The
Gerontologist, 58(2), 331-340.
10.1093/geront/gnw156

Grounded
Dimension
al Analysis
(GDA) was
conducted
to explore
nurses’
experiences
with fall

Two
hospitals in
Wisconsin.
Twentyseven
registered
nurses and
certified
nurses who

Qualitativ
e study

incorrectly
19% of the
time. 37staff
participated
in the study
and 90
checklists
were
collected.
Trends were
identified.
No falls
occurred
during the
study period
of Feb 12March 9,
2018 (and
reduced
from the
previous 3
months
Nov-Jan).
Feedback
Level 6:
from the
Descriptiv
nurses and
e
CNAs
included:
frustration
over “get
the fall rate
down”,

The nurses
that
participated
, indicated
that reasons
for the fall,
weren’t
always
captured on
the
checklist.

the study
timeframe).
Although
this was a
small
population,
the use of a
checklist to
reinforce a
policy is a
good
intervention
to consider

Patients
weren’t
interviewed
to
determine
how they
perceive
their
messages

Yes, good
information
about
nursing
perceptions
related to
falls, which
could impact
their “buy-
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Kuwaiti, A. & Subbaravalu, A.
(2017). Reducing patients’ falls
rate in an academic medical
center (AMC) using six sigma
“DMAIC” approach.
International Journal of Health
Care Quality Assurance, 30(4),

prevention
in hospital
settings and
the impact
of those
experiences
on how
nurses
provide
care to fall
risk
patients.

cared for
patients 65years and
older
participated
in in-depth
interviews

The
purpose of
the study
was to
evaluate the
impact of
adopting
the Six

An
academic
Medical
Center that
is a part of a
large health
system in

“shame and
blame”, the
“definition
of a fall
(lowered to
the ground
in the case
of someone
having a
seizure,
shouldn’t be
counted”
and that
everyone on
the unit is at
risk for a
fall. Nurses
restrict
patient
mobility as
a result of
the
concerns of
a patient
falling.
QuasiThe results
Level 3
Experime demonstrate
ntal
d that with
Design;
compliance
prospectiv around all
e study
of the fall
precautions,
falls

from
nursing
about falls.
Small
sample
size,
particularly
only 2
CNAs.

in” to
implementin
g measures
or coming
up with
creative
measures.

Inability to
financially
quantify the
savings,
due to the
budget
manageme
nt by the

Yes,
excellent
study. The
rollout of the
study
incorporated
the voice of
all of the
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373-384. 10.1108/IJHCQA-032016-003.

Sigma of
define,
measure,
analyze,
improve
and control
approach in
reducing
patient falls

Saudi
Arabia

Lee, T. L., Crouse, M., &
Gipson, K. (2016). No-pass
zone: Multidisciplinary
approach to responding to
patient needs. Journal of
Nursing Care Quality, 31(4),
327-334.
10.1097/NCQ.00000000000001
79

To evaluate
call bell
response
times after
implementi
ng “no pass
zones” in a
facility
and
improve the
HCAHPS
score for

A
Quasi
convenience Experime
sample of
ntal
a76-bed
hospital in
Pennsylvani
a (served as
a pilot site)
for a 5hospital
system. The
was
implemented

reduced by
70.93%
within 3
months)
with the
incorporatio
n of hourly
rounding to
surpass the
initial goal
of 30% of
fall
reduction to
65.64%
reduction.
The fall rate
went from
6.57 to 1.91
per 1000
patients.
5 of the 6
departments
achieved
90% of the
goal and the
HCAHPs
questions
related to
responsiven
ess,
improved
by 5 points

government customers
in Saudi
that impact
Arabia.
patient care.

Level 3:
Controlled
trial

The
emphasis
was placed
on
answering
the call bell
vs. taking
care of the
patient’s
request or
need.

Yes, good
study that
really
emphasizes
the
multidiscipli
nary
approach to
“no pass
zones”
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Maddigan, J., Butler, M. &
Davidson, J. (2019). Changing
nursing practice:
Implementation challenges of
intentional rounding on three
rehabilitation units. Healthcare
Management Forum, 32(5),
237-241.
10.1177/084047041984961.

responsiven on 6 of the
ess
units at this
pilot site,
including
the ED.
To examine .3
the
rehabilitatio
participatio n units
n and
results of
participator
y hourly
rounding
on 3
rehabilitati
on units

from the
baseline

Correlatio
nal design
(nurse’s
participati
on
voluntary)

The results
Level 4
showed a
small
reduction in
falls: 6.3 to
5.9 (one
unit showed
an increase
in falls,
while the
other 2
decreased);
there was an
18%
decrease in
call bells
combined;
the
experience
of care
survey
score was
higher after
the
implementat
ion of
intentional
rounding

Nurses felt
ambivalenc
e to the
practice
because
they felt
that they
didn’t have
a say in the
way this
was
implemente
d; the
nurses on
these units
were doing
the IR and
the care
delivery
structure is
team
nursing;
didn’t
account for
readiness to
change

Yes, this
study could
be
duplicated
on other
units and
really
highlighted
areas to
work on
such as; the
consideratio
n of the
roles of
support staff
and shared
governance
in the
implementat
ion.
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Morgan, L., Flynn, L.,
Robertson, E., New, S., FordeJohnston, C. & McCullouch, P.
(2017). Intentional rounding: A
staff-led quality improvement
intervention in the prevention of
patient falls. Journal of Clinical
Nursing, 26(1-2), 115-124.
10.1111/jocn.13401

This study
designed
and
evaluated
the use of a
specific
implementa
tion
strategy to
deliver a
nursing
staff-led
Intentional
Rounding
interventio
n
to reduce
inpatient
falls.

This study
was carried
out on a 75bed
neuroscience
(neurosurgic
al and
neurology
patients)
ward of a
tertiary
referral
center

Pre-post
interventi
on
evaluation
study;
quasi
experime
ntal

There was a Level 3:
50%
Controlled
reduction in trial
patient falls
on the
active unit
vs. a
minimal
increase
across the
rest of the 4
hospital
control sites
(3.48%).
Customized
Intentional
rounding,
designed by
staff,
appeared to
be effective.

Nuckols, T. K., Needleman, J.,
Grogan, T. R., Liang, L.,
Worobel-Luk, P., Anderson, L.,
. . . Walsh, C. M. (2017).
Clinical effectiveness and cost
of a hospital-based fall
prevention intervention: The

To evaluate
changes in
rounding
practices,
nursing
time use,

2 hospitals
that are a
part of the
University
of California
system.
This was

QuasiExperime
ntal
design

The
intervention
s resulted in
a 53%
reduction in
falls during
the

Level 3:
Controlled
trial

One
limitation
of our
study is
that the
samples of
observed
patients,
pre- and
postinterventio
n were
relatively
small and
may not be
entirely
representati
ve.
Another
concern is
the
Hawthorne
effect
during the
observation
of rounds.
Nursing
selfreported
rounding
and use of
the 5Ps vs.
4Ps

Yes, while
this had a
small
sample size,
the study
can be
replicated.
The nursingled approach
made this
successful.

Yes, great
study that
highlighted
an
unexpected
result of
nursing time
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importance of time nurses spend
on the front line of
implementation. The Journal of
Nursing Administration, 47(11),
571580.10.1097/NNA.0000000000
000545

and falls
between
baseline
and followup periods
at
2 hospitals
and to
estimate the
incremental
net cost to
the hospital
per year,
relative to
baseline.

implemented
on all adult
medicalsurgical and
stepdown
units.

Opsahl, A. G., Ebright, P.,
Cangany, M., Lowder, M.,
Scott, D., & Shaner, T. (2017).
Outcomes of adding patient and

To
determine
if a video
about fall

Midwest,
suburban
hospital, 2
units:

Quasiexperime
ntal
design

timeframe
at a small
academic
hospital and
a 13%
reduction at
a larger
hospital.
There was a
cost
reduction in
fall injuries
as well as a
reduction of
nursing
time spent
on fallrelated
activities
(2-3 min per
hour),
which was
estimated as
a cost
savings of
$0.8-1.9
million per
hospital, per
year).
Reduction
Level 3:
in falls in
controlled
both
trial, no
facilities;

spent on
falls as an
outcome.
Would
select
another way
to track
hourly
rounding
than selfreported.

The study
was limited
to one
facility.

Yes, while
there were
study
limitations,
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family engagement education to
fall prevention bundled
interventions. Journal of
Nursing Care Quality, 32(3),
252-258.
10.1097/NCQ.00000000000002
32

precautions
(shown
within 24hours of the
patient’s
arrival to
the unit)
impacts the
hospital’s
fall rate

orthopedics
and medicalsurgical.
Study period
was over 1year.

Spano-Szekely, L., Winkler, A.,
Waters, C., Dealmelda, S.,
Brandt, K., Williamson, M.,
Blum, C., Gasper, L. & Wright,
F. (2019). Individualized fall
prevention program in an acute
care setting: An evidence-based
practice improvement. Journal
of Nursing Care Quality, 34(2),
127-132.

The
purpose of
this study
was to
incorporate
3 goals to
reduce
falls: 1)
reduce the
number of

A 245-bed
community
hospital

Quasiexperime
ntal
design

with a
randomiza
resulting
tion
rate at
completion
of the
project of
0.88 falls
per 1000
patient-days
for the
orthopedic
unit and 1.2
falls per
1000
patient-days
for the
medicalsurgical
unit. 84%
of nurses
watched the
video after
6-months
The fall rate Level 3
decreased to
1.14 (54%
reduction in
2 years)
with a 72%
expense
reduction
due to

The patient
demographi
cs weren’t
captured,
which
would have
helped with
the
generalizati
on to other
hospitals.
Also,
patients
that were
confused or
didn’t
watch the
video
weren’t
captured.

the concept
of this
consistent
education
for both staff
and patients
showed
favorable
results.

Limitations
of this
study
include
having
multiple
interventio
ns with the
inability to
determine

Yes, the
study
yielded
positive
results and
all of the
interventions
could be
duplicated.
The fall
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10.1097/NCQ.00000000000034
4.

Sun, C., Fu, C, O’Brien, J.,
Cato, K., Stoerger, L. & Levin,
A. (2020). Exploring practices
of bedside shift report and
hourly rounding. Is there an
impact on patient falls? The
Journal of Nursing
Administration, 50(6), 355362.10.1097/NNA.0000000000
000897

falls; 2)
reduce the
number of
falls with
injury with
evidencedbased fall
prevention;
and 3)
increase the
number of
patients
that receive
fall
prevention
assessment
and
interventio
ns
To describe
the
correlation
between
bedside
shift report,
hourly
rounding
and patient
falls.

decreased
sitter usage

Nine
thousand six
hundred
ninety-three
observations
were
recorded on
11 medicalsurgical
units at 4
hospitals (2
community
and 2 urban
from the

Casecontrol,
cohort
study

The study
suggested
that having
nursing at
the bedside
more
frequently
can reduce
falls, but
patient
characteristi
cs were not
taking into

Level 4:
Correlatio
nal study

which
interventio
n(s) was
most
effective.

interventions
included the
entire
patient care
team and
support staff
in fall
prevention.

Data was
collected
during 15minute
intervals,
which may
not have
captured
every
incidence
of BSR or
HR Patient
characterist
ics were

Maybe, the
methodolog
y used in the
study was
thorough,
however
characteristi
cs of
patients
should have
been a factor
in the study,
as one
would
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same health
system)
over 281
shifts

Toole, N., Meluskey, T. & Hall,
N. (2016). A systematic review:
Barriers to hourly rounding.
Journal of Nursing
Management, 24(3), 283-290.
10.1111/jonm.12332

The
purpose of
this review
of the
literature is
to identify
a
comprehen
sive
list of the
barriers that
impact the
effective
implementa
tion and
sustainment
of hourly
rounding
on the adult
inpatient
medical or
surgical
unit.

The articles
included in
this review
involve
adult
inpatient
medical or
surgical
units in
which
purposeful
hourly
rounding has
been
implemented
. The articles
were
published
between the
dates of
2010 to
2014.

consideratio
n.

Literature
Review,
descriptiv
e study

Six
common
themes
were
identified:
the
workload in
medicalsurgical
units,
burdensome
rounding
logs, lack of
staff buy in,
sustainabilit
y over time,
specific
patient
population
challenges,
the lack of
staff
education,
the lack of
leadership

not
considered.

Level 6:
Descriptiv
e study

Limitations
of this
review are
directly
related to
the
search
process for
relevant
articles to
meet the
inclusion
criteria.
Only four
databases
were
included in
this review
using a
combinatio
n of seven
key terms
or
phrases.

expect that
patients at
higher risk
for falling,
would have
more
nursing
interactions
Yes, despite
the
limitations,
this was a
good review
and
summary of
the barriers
to hourly
rounding,
which I
don’t think
would have
produced
different
results with
a broader
search.
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Tucker, S., Shelkholeslami, D.,
Farrington, M., Picone, D.,
Johnson, J., Matthews, G.,
Evans, R., Gould, R., Bohiken,
D., Comried, L., Petrulevich,
K., Perkhounkova, E. & Cullen,
L. (2019). Patient, nurse and
organizational factors that
influence evidence-based fall
prevention for hospitalized
oncology patients. An
exploratory study. Worldviews
on Evidence-Based Nursing.
16(2), 111-120.
Doi.org/10.1111/wvn.12353.

Watson, B., Salmoni, A. &
Zecevic, A. (2019). Case
analysis of factors contributing
to patient falls. Clinical Nursing

This is an
exploratory
study of
patients,
nursing
staff and
organizatio
nal factors
that may
have an
impact on
fall
prevention.
The goal
was to
integrate
fall
prevention
research,
the clinical
expertise
and
patient’s
preferences
and values.
The
purpose of
this study
was to
examine

The setting
takes plan
on 4 adult
inpatient
oncology
units at a
Midwestern
academic
medical
facility

Quasiexperime
ntal

The original
studies were
conducted in
an urban
acute-care

Nonexperime
ntal,
descriptiv
e

support and
variance in
scripting.
Two-thirds
of patients
didn’t see
themselves
at risk for
falling.
Nursing
indicated
gaps in
knowledge
for fall
prevention
and fall
prevention
managemen
t was lowest
around team
communicat
ion and the
engagement
in patient
and families
in
preventing
falls.
The studies
found that
there were
549
contributing

Level 3:
Limitations
Experimen may
tal
include the
fact that
this was
limited to
the
oncology
population
at one
facility. A
convenienc
e sample of
patients and
nurses was
used;
therefore
selfselection
bias could
exist.

Yes, the
study
findings are
consistent
with other
previous
studies.
This study
does
highlight the
need for
team
collaboratio
n and the
engagement
of patients in
fall risk
strategies.

Level 6:
Descriptiv
e

Yes, I think
that the
information
about the
factors

Use of
secondary
data
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Research, 28(8), 911-930.
10.1177/1054773818754450

hospital fall
case studies
and to learn
the
contributin
g factors
for patient
falls

teaching
hospital in
Ontario,
Canada. The
falls took
place on the
hospital’s
neuroscience
and
medicine
units. The
neuroscience
unit
consisted of
both surgical
and
nonsurgical
neurology
patients. The
medicine
unit had
patients with
chronic and
acute
medical
conditions.
Both patient
populations
had multiple
comorbiditie
s.

factors
associated
with 11
adverse fall
event cases;
less than
one half
(208
contributing
factors) had
a
fall
prevention
strategy in
place

surrounding
the falls
were helpful
for future
studies
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Zhao, Y., Bott, M., He, J., Kim,
H., Park, S. & Dunton, N.
(2019). Evidence on fall and
injurious fall prevention
interventions in acute care
hospitals. The Journal of
Nursing Administration, 49(2),
86-92.
doi.org/10.1097/NNA.0000000
000715.

The
purpose of
this
literature
review was
to examine
factors
associated
with falls
and falls
with
injuries in
acute care
hospitals
and current
fall
prevention
practices.

The
literature
consistent of
articles
between
2009 to
2017 that
took place in
acute care
hospital
settings. Fall
prevention
tools were
also review
and
compared.

Literature
Review,
Descriptiv
e

The
Level 6:
literature
Descriptiv
emphasized e
the need for
a
multicompo
nent
approach, to
include
valid
assessment
tools to fall
prevention
under
strong
leadership.
The
literature
emphasized
the need to
have staff
participatio
n and buyin to the
developmen
t and
implementat
ion of the
tools for
adherence.
Education
and
appropriate

Limited
literature
review,
however
the review
of the tools
was very
helpful and
unique to
this study

Yes, great
information
about fall
prevention.
While the
information
was
consistent
with other
literature
reviews, this
article
emphasized
medication
reviews and
Enhanced
Recovery
After
Surgery
Programs to
prevent
weakness
and
orthostatic
intolerance.
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nurse
staffing
were also
two
variables
that
contributed
to the
success of
fall
prevention
and
prevention
of injuries.
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Appendix B
Tool 2E: Fall Knowledge Test
Fall Knowledge Test
Each question may have more than one option as the correct answer.
Please circle the letters that correspond to the correct answers.
1. Which of the following statements is correct?
a. Falls have multifactorial etiology, so fall prevention programs should comprise
multifaceted interventions.
b. Regular review of medication can help to prevent patient falls.
c. The risk of falling will be lessened when a patient’s toileting needs are met.
d. The use of antipsychotic medications is associated with an increased risk of falls in older
adults.
2. A multifaceted intervention program should include:
a.
b.
c.
d.

Individually-tailored fall prevention strategies
Education to patient/family and health care workers
Environmental safety
Safe patient handling

3. Risk factors for falls in the acute hospital include all of the following except:
a.
b.
c.
d.

Dizziness/vertigo
Previous fall history
Antibiotic usage
Impaired mobility from stroke disease

4. Which of the following statements is true?
a. The cause of a fall is often an interaction between patient’s risk, the environment, and
patient risk behavior.
b. Increase in hazardous environments increases the risk of falls.
c. The use of a patient identifier (e.g., identification bracelet) helps to highlight to staff
those patients at risk for falls.
d. A fall risk assessment should include review of history of falls, mobility problems,
medications, mental status, continence, and other patient risks.
5. Patients with impaired mobility should be:
a.
b.
c.
d.

Confined to bed
Encouraged to mobilize with assistance
Assisted with transfers
Referred for exercise program or prescription of walking aids as appropriate
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6. The management of the acutely confused patient should include all of the following except:
a. Moving patients away from the nursing station
b. Involving family members to sit with the patient
c. Orienting patients to the hospital environment
d. Reinforcing activity limits to patients and their families
7. Which of the following statements is false?
a.
b.
c.
d.

Fall prevention efforts are solely the nurses’ responsibility.
A patient who is taking four or more oral medications is at risk for falling.
A patient who is taking psychotropic medication is at higher risk for falling.
Testing or treatment for osteoporosis should be considered in patients who are at high
risk for falls and fractures.

8. In hospital settings, intervention programs should include:
a.
b.
c.
d.

Staff education on fall precautions
Provision and maintenance of mobility aids
Post fall analysis and problem-solving strategy
Bed alarms for all patients, regardless of risk

9. When assessing patients, which of the following statements is false?
a. All patients should be assessed for fall risk factors at admission, at a change in status,
after a fall, and at regular intervals.
b. Medication review should be included in the assessment.
c. All patients should have their activities of daily living and mobility assessed.
d. Environmental assessment is not important in the hospital as it is all standardized.
10. Risk factors for falls include:
a.
b.
c.
d.

Parkinson’s disease
Incontinence
Previous history of falls
Delirium

11. Exercise programs for ambulatory older adults should:
a.
b.
c.
d.
12.

Be very aggressive
Be unsupervised
Be ongoing
Include individualized strength and balance training
Which of the following statements on education in fall prevention is false?

a. Education programs should target primarily health care providers, patients, and
caregivers.
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b. Education programs for staff should include the importance of fall prevention, risk
factors for falls, strategies to reduce falls, and transfer techniques.
c. Instruction on safe mobility, with emphasis on high-risk patients, should be provided to
both patients and families.
d. Education should only be given at the start of the fall prevention program.
13. Which of the following is recommended to improve patient safety?
a. Locking wheeled furniture when it is stationary.
b. Having nonslip flooring.
c. Placing frequently used items (including call bell, telephone, and remote control) within
reach of the patient
d. Rounding hourly to address patient needs
(AHRQ, 2013)
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Appendix C
Tool 3B: Scheduled Rounding Protocol
The following items should be checked and performed for each patient. Upon entering the room,
tell the patient you are there to do your rounds.
1

Assess patient pain levels using a pain-assessment scale (if staff other than RNs are doing
the rounding and the patient is in pain, contact an RN immediately so the patient does not
have to use the call light for pain medication).

2

Put medication as needed on RN’s scheduled list of things to do for patients and offer the
dose when due.

3

Offer toileting assistance.

4

Check that patient is using correct footwear (e.g., specific shoes/slippers, nonskid socks).

5

Check that the bed is in locked position.

6

Place hospital bed in low position when patient is resting; ask if patient needs to be
repositioned and is comfortable.

7

Make sure the call light/call bell button is within the patient’s reach and patient can
demonstrate use.

8

Put the telephone within the patient’s reach.

9

Put the TV remote control and bed light switch within the patient’s reach.

10

Put the bedside table next to the bed or across bed.

11

Put the tissue box and water within the patient’s reach.

12

Put the garbage can next to the bed.

13

Prior to leaving the room, ask, “Is there anything I can do for you before I leave? I have
time while I am here in the room.”

14

Tell the patient that a member of the nursing staff (use names on white board) will be
back in the room in an hour to round again.
(AHRQ, 2013)
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Appendix D
IOWA Model Permission
You have permission, as requested today, to review and/or reproduce The Iowa Model Revised:
Evidence-Based Practice to Promote Excellence in Health Care. Click the link below to open.

The Iowa Model Revised (2015)
Copyright is retained by University of Iowa Hospitals and Clinics. Permission is not
granted for placing on the internet.
Citation: Iowa Model Collaborative. (2017). Iowa model of evidence-based practice:
Revisions and validation. Worldviews on Evidence-Based Nursing, 14(3), 175-182.
doi:10.1111/wvn.12223
In written material, please add the following statement:
Used/reprinted with permission from the University of Iowa Hospitals and Clinics,
copyright 2015. For permission to use or reproduce, please contact the University
of Iowa Hospitals and Clinics at 319-384-9098.
Please contact UIHCNursingResearchandEBP@uiowa.edu or 319-384-9098 with
questions.
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Appendix E
Agency for Healthcare Research and Quality Permission
This email constitutes permission from the Agency for Healthcare Research and Quality
(AHRQ) to you, for use of tools from Preventing Falls in Hospitals: A Toolkit for Improving
Quality of Care, in your quality improvement project for the DNP degree from Liberty University
(Lynchburg, VA). Specifically, you have permission to modify and reprint:” Tool 2E: Fall
Knowledge Test,” and “Tool 3B: Scheduled Rounding Protocol.” You can also reprint these tools
in your project paper. However, if you subsequently want to include these tools in a professional
journal article or book chapter, you will need to obtain additional reprint permission for the
publisher from the AHRQ Office of Communications.
The suggested reference citation for the Hospital Falls Toolkit is:
Internet Citation: Preventing Falls in Hospitals: A Toolkit for Improving Quality of Care.
Content last reviewed March 2021. Agency for Healthcare Research and Quality, Rockville,
MD https://www.ahrq.gov/patient-safety/settings/hospital/fall-prevention/toolkit/index.html
Thank you for your patience.
All the best on the success of your project and your degree program.
Sincerely
David I. Lewin, M.Phil.
Health Communications Specialist/Manager of Copyrights & Permissions
Office of Communications
Agency for Healthcare Research and Quality
5600 Fishers Lane
Room # 07N58D / Mail Stop # 07N94A
Rockville, MD 20857 USA
Email: David.Lewin@ahrq.hhs.gov
Phone: +1 301-427-1895
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Appendix F
Letter of Support
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Appendix G
CITI Training Certificate
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Appendix H
Institutional Review Board-Liberty University
April 20, 2021
Brenda Woodcock
Cynthia Goodrich
Re: IRB Application - IRB-FY20-21-824 Purposeful Pause to Prevent Falls
Dear Brenda Woodcock and Cynthia Goodrich,
The Liberty University Institutional Review Board (IRB) has reviewed your application in
accordance with the Office for Human Research Protections (OHRP) and Food and Drug
Administration (FDA) regulations and finds your study does not classify as human subjects’
research. This means you may begin your research with the data safeguarding methods
mentioned in your IRB application.
Decision: No Human Subjects Research
Explanation: Your study is not considered human subjects research for the following reason:
Your project will consist of quality improvement activities, which are not "designed to develop
or contribute to generalizable knowledge" according to 45 CFR 46. 102(l).
Sincerely,
G. Michele Baker, MA, CIP
Administrative Chair of Institutional Research
Research Ethics Office
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Appendix I
Institutional Review Board-Project Site

DATE:

April 27, 2021

TO:

Brenda Woodcock, MSN, RN, WHNP, NEA-BC
5875 Bremo Rd., Suite 710
Richmond, VA 23226

FROM:

Sue Henderson, CCRC
Senior Research Participant Protections Analyst
Research Participant Protections Program (RP³)

RE:

Purposeful Pause to Prevent Falls

Thank you for providing all the documents and background information regarding your
project: “Purposeful Pause to Prevent Falls.”
Based on your project’s details and overall objectives, the Office of Research agrees with and
acknowledges Liberty University IRB’s determination that it does not fall within the “human
subjects research” definition as that term is currently defined in the federal regulations.
Therefore, it does not fall within the purview of Bon Secours IRB review, approval, and
oversight responsibilities. Further, since there is no identifiable Bon Secours patient data being
utilized and transmitted outside Bon Secours, the project does not need BSHSI Regulatory &
Compliance Committee review.
Since this is project is not human subjects research, the only approval you will need is from your
department’s leadership and/or administration. Please verify if any further departmental
approvals are required. Our office just makes the determination of whether a project is human
subjects research or not, and proceeds accordingly through our IRB process if it meets the
criteria.
Thank you,
Sue
Sue Henderson, CCRC
Senior Research Participant Protections Analyst

